Routine outcome monitoring is "the systematic evaluation of a patient's treatment response during the course of treatment and provides health care professionals with information relevant to a patient's progress" (Carlier et al., 2012, p. 104) . It is recommended by healthcare systems internationally and serves two main purposes (Department of Health, 2012; National Quality Forum, 2013) .
The first purpose is to provide clinicians with useful information about what treatments are working, or not working (Lambert et al., 2006; Whipple & Lambert, 2011) . Feedback theory states that when individuals are presented with a discrepancy between their actual performance and their standards for performance, they are motivated to reduce the discrepancy (Kluger & DeNisi, 1996; Sapyta, Riemer, & Bickman, 2005) . Evidence suggests that routine outcome monitoring has a positive impact on treatment outcome and that children improve faster when their clinician receives this feedback (Bickman, Kelley, Breda, de Andrade, & Reimer, 2011; Carlier, et al., 2012; Kelley & Bickman, 2009; Knaup, Koesters, Schoefer, Becker, & Puschner, 2009; Lambert & Shimokawa, 2011) . Routine outcome monitoring dovetails with policy on increasing service user involvement in care (Department of Health, 2010) as it facilitates patient-clinician communication, enabling patients to collaborate in treatment decisions (Carlier, et al., 2012; Chen, Ou, & Hollis, 2013) . The second purpose is that it may provide information useful for service evaluation. Information obtained from routine outcome measures may be used by clinicians and supervisors to review patients' treatment progress and discuss areas for change, especially when patients may not be responding to treatment as expected (Law, 2011) . It may be used by a service as a whole or in conversations about service funding with commissioners (Wolpert et al., 2014) . A number of key performance indicators and targets exist for English child mental health services about the return rate of, and change observed in, outcome measures (NHS Institute for Innovation and Improvement, 2013) . For clinical and service evaluation purposes, it is important to know how to interpret changes in outcome measures. In Child and Adolescent Mental Health Services (CAMHS) in England, patient reported outcome measures (PROMs), clinician reported outcome measures, or patient reported experience measures are collected. PROMs may comprise standardized or idiographic measures. Although standardized measures may be more useful for comparing change and aggregating information for groups of patients, these measures may be perceived as lacking clinical utility and not representing the individual (Bromley & Westwood, 2013; Norman, Dean, Hansford, & Ford, 2013; Ruble, McGrew, & Toland, 2012) . It has also been argued that standardised measures focus on symptoms and neglect other domains such as coping skills, which are particularly pertinent when working with children with conditions where symptoms may not improve (Batty et al., 2013) . One example of a widely used standardized measure is the Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) , which is a measure of psychosocial difficulties and their impact on daily life. Idiographic measures are selected on the basis of the individual's specific difficulties, or the area they and the clinician feel should be the focus of treatment. Service users and clinicians may see these as more capable than standardised measures of capturing relevant change (Bromley & Westwood, 2013; Norman, et al., 2013; Pender, Tinwell, Marsh, & Cowell, 2013) . However, it has been argued that the idiosyncratic nature of such measures makes them more vulnerable to subjective interpretation, especially if performance targets are introduced (Bevan & Hood, 2006; Law, 2011) . A widely used idiographic measure in child mental health services in England is the Goal Based Outcomes measure (GBO). Clinicians, children, and parents -independently or, ideally, jointly -agree upon their goals and rate progress towards achieving these over the course of treatment (Law, 2011) . Setting explicit goals makes the process of achievement more salient by highlighting intermediate tasks necessary to final achievement (Austin & Vancouver, 1996; Goodman, 2001; Karoly, 1993; Locke & Latham, 1990) . Setting and monitoring progress may improve patient activation, meaning that patients are better able to self-manage health conditions (see Hibbard & Gilburt, 2014) . Almost 90% of clinicians agree that goal setting helps to structure and focus treatment (Pender et al., 2013) . Young people report that goals help to prioritise the target of treatment (Bromley & Westwood, 2013) although they may be concerned that goal achievement will result in treatment termination (Moran, Kelesidi, Guglani, Davidson, & Ford, 2011) . Young people have been shown to set three broad types of goals in CAMHS: relationship/interpersonal, coping with specific problems and symptoms, and personal growth and functioning (Bradley, Murphy, Fugard, Nolas, & Law, 2013) . Other goal setting outcome measures such as Goal Attainment Scaling (GAS) (Kiresuk & Sherman, 1968) and Target Complaints (Battle, Imber, Hoehn-Saric, Nash, & Frank, 1966) are widely used in healthcare (e.g., Maher & Barbrack, 1984; Ruble et al., 2012) . Reviews of these measures have found evidence to support their psychometric properties, especially in terms of validity (Donnelly & Carswell, 2002; Hurn, Kneebone, & Cropley, 2006) . Goal Attainment Scaling is widely used in child physical health settings (Steenbeek et al., 2011) and to a lesser extent in child mental health settings, in particular with children with conduct disorder (Maher & Barbrack, 1984) and autistic spectrum disorder (Ruble et al., 2012) . To the best of our knowledge, no existing study has explored change in psychosocial difficulties, impact on daily life, and progress toward goals in CAMHS in England using naturalistic, routinely collected data. Evidence is needed regarding what these changes mean and how they should be interpreted.
Aim of the Present Research
The aim of the present research was to explore change in standardized and idiographic outcome measures in CAMHS using naturalistic, routinely collected data. We expected that progress toward goals would show greater change associated with treatment than psychosocial difficulties and impact. In addition, we expected that change in progress toward goals would show more associations with change in clinician reported outcome measures and patient reported experience measures.
Method Participants and Procedure
The Child Outcomes Research Consortium (CORC) is a professional learning collaboration whose members provide services for children and young people with mental health difficulties and collect data to inform clinical practice and service improvement (CORC, 2014b) . Children from this dataset were included if their data were reported in or later than 2007, and if they had complete progress towards goals, psychosocial difficulties, and impact on daily life (see Measures). This resulted in a final sample of N = 137 (50% female, 46% male, 4% not specified; 40% aged 0-12 and 60% aged 13-18) children from 14 services. The age and gender demographics in the present dataset were consistent with the demographics in an Office for National Statistics survey of the prevalence of childhood mental health problems (Green, McGinnity, Meltzer, Ford, & Goodman, 2005) . The measures were taken from a secondary analysis of routinely collected data so ethical review was not relevant (NHS, 2015) . In total, 64% of children were White, 6% Mixed, 4% Asian, 3% Black, 3% reporting another ethic group and 20% not specified or missing;. Previous research has shown that children from black and minority ethnic groups may be under-represented in CAMHS (Malek & Joughlin, 2004) . The presenting problems recorded were emotional disorder (28%), selfharm (5%), conduct disorder (2%), eating disorders (1%), hyperactivity (4%), autism (5%), learning difficulties (6%), habit disorder (2%), developmental difficulties (4%), psychosis (1%), and other problems (7%) (multiple responses permitted). The demographic characteristics of the present sample seem to be consistent with previous research, which has shown that the majority of children with emotional disorders are likely to be girls in the older age group (Green et al., 2005) . The pattern of presenting problems is also consistent; emotional and behavioural disorders are among the most prevalent. However, the incidence of self-harm was higher in the present sample (Green et al., 2005) . This may suggest that the present sample is not representative, or it may support anecdotal evidence from CAMHS clinicians that the incidence of self-harm has increased over the past few years (CORC, 2014c). According to the CORC 'snapshot' protocol, questionnaires are completed by children, parents, and/or clinicians at assessment (Time 1 or T1) and again four to six months later (Time 2 or T2) or if sooner, case closure for all measures with the exception of the SDQ, for which T2 is not collected at case closure (CORC, 2014a).
Measures
Psychosocial difficulties (T1 and T2). To measure psychosocial difficulties, the 25-item parent-reported Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997; Goodman, Meltzer, & Bailey, 1998) was used. The SDQ comprises five subscales assessing psychosocial difficulties, four of which are summed to create the total difficulties score (i.e., conduct problems, emotional problems, peer problems, and hyperactivity). The SDQ is a widely used measure of total difficulties and has demonstrated reliability and validity in numerous studies. The internal consistency of the SDQ has been reported as .82 (Goodman et al., 1998) . Impact on daily life (T1 and T2). To measure impact on daily life, the 5-item parentreported SDQ impact supplement was used. The impact supplement measures overall distress and social impairment, and is scored from not at all (0) to a great deal (2); the internal consistency of the impact supplement has been reported as .85 (Goodman, 2001) . Progress toward goals (T1 and T2). To measure progress toward goals, the 3-item Goal Based Outcome tool (GBO) (Law, 2011) was used. The GBO is an idiographic PROM, and up to three self-determined goals are formulated at the start of treatment, set by the young person, parent, clinician, or ideally jointly agreed. In the present sample, most goals at T1 were mutually agreed (42%), with the rest set by the child (25%), the parent (13%), or the clinician (2%), with 18% not specified. Progress toward each goal is then rated on a scale from goal not met at all (0) to goal reached (10). Overall, most progress toward goals at T2 was jointly agreed (39%), with the rest reported by the child (26%), the parent (19%), or the clinician (1%), with 15% not specified. Three broad themes of child-rated goals have are set in CAMHS (Bradley et al., 2013) . The internal consistency in the present study for T1 was .71 and for T2 .73, which are acceptable for research purposes (Nunally, 1967) . Aggregating the three goals was appropriate as the GBO is a measure of overall progress towards therapeutic goals (Law, 2011) . Other aspects of goals such as relative importance or anticipated difficulty are not recorded, meaning other types of aggregation were not possible. Functioning (T1 and T2). To measure functioning, the unidimensional Children's Global Assessment Scale (CGAS; Shaffer et al., 1983) was used. The CGAS is a widely-used measure of global functioning, completed by clinicians on a scale from lowest functioning (1) to excellent functioning (100), which has demonstrated reliability and validity in previous studies (Rey, Starling, Wever, Dossetor, & Plapp, 1995; Shaffer, et al., 1983) . Satisfaction with care (T2 only). To measure parent-reported satisfaction with care, the Experience of Service Questionnaire (ESQ) (Attridge-Stirling, 2003) was used. The ESQ is a patient-reported experience measure that captures satisfaction with aspects of care received. One subscale was used to assess satisfaction with care received (nine items; e.g., "It was easy to talk to the people who have seen my child") (Brown, Ford, Deighton, & Wolpert, 2012) . Parents responded on a three-point scale from certainly true (1) to not true (3), with a fourth option (don't know) not used in scoring. The ESQ is widely used in CAMHS and has demonstrated reliability and validity (Brown, et al., 2012) . As shown in the note of Table 1 , internal consistency was .88, which is acceptable for research purposes (Nunally, 1967) .
Analytic Strategy
To examine the relationship between change in psychosocial difficulties, impact on daily life, progress toward goals, functioning, and satisfaction with care, we conducted five analyses. First, we examined change associated with treatment by computing paired samples t-tests to examine whether scores in psychosocial difficulties, impact on daily life, and progress toward goals significantly changed between T1 and T2. Second, we examined reliable change associated with treatment by computing the proportion of cases showing reliable change in psychosocial difficulties, impact on daily life, and progress toward goals between T1 and T2 using the reliable change index (Jacobson & Truax, 1991) . The reliable change index estimates the amount of change required in a measure to conclude that the change observed is not solely attributable to measurement error. Participants can be classified as reliably improved, reliably deteriorated, or not changed. Reliable change indices were calculated using the internal consistencies reported above (see Measures) and T1 standard deviations. A difference of greater than 8.66 was calculated as reliable change for psychosocial difficulties, 1.29 for impact, and 2.45 points for progress toward goals. Third, to examine the associations between change in psychosocial difficulties, impact on daily life, and progress toward goals with change in functioning and satisfaction with care at T2, we computed bivariate correlations between all variables. For variables completed at T1 and T2, we computed change scores by regressing the T1 score on the T2 score and saving the standardized residual. As functioning and satisfaction scores were missing for some children, these analyses were conducted on a sub-sample (n = 92) of children. Fourth, to examine whether change in progress toward goals showed significantly different associations with change in functioning and satisfaction with care at T2, we computed differences between two dependent correlations (Steiger, 1980) . This test compares the correlation between change in goals and change in functioning (r( progress toward goals,  CGAS)), for example, with the correlation between change in psychosocial difficulties and change in functioning and (r( psychosocial difficulties,  CGAS)), producing a z-score for the difference, with z greater than |1.96| being significant. Finally, to examine whether change in psychosocial difficulties, impact on daily life, and progress toward goals were uniquely associated with change in functioning and satisfaction with care at T2, we computed hierarchical regressions.
Results

Change Over Time
Paired samples t-tests showed that mean scores for psychosocial difficulties, impact on daily life, and progress toward goals increased from T1 to T2, as shown in Table 1 . The effect size for psychosocial difficulties was medium, while the effect sizes for impact on daily life and progress toward goals were both large (Cohen, 1988) . Table 1 .
Paired-samples t-test for T1-T2 change in psychosocial difficulties, impact on daily life, and progress toward goals.
Note. N = 137. T1 = Time 1, T2 = Time 2. Higher scores of psychosocial difficulties indicate higher levels of difficulties. Higher scores of impact indicate higher levels of negative impact. Higher scores of progress toward goals indicate higher levels of progress towards achieving goals. * = p < .05, ** = p < .01, *** = p < .001.
Reliable Change
Overall, most parents (77%) reported reliable improvement in progress towards goals, followed by impact on daily life (64%), and then psychosocial difficulties (18%), as shown in Figure 1 . In contrast, most parents reported no reliable change in psychosocial difficulties (80%), followed by impact on daily life (29%), and then progress towards goals (22%). Finally, some parents reported reliable deterioration in impact on daily life (7%), followed by psychosocial difficulties (2%) and then progress towards goals (1%). 
Correlations
All significant correlations between change scores were in the expected direction, as shown in Table 2 . Parents reporting higher levels of difficulties over time also reported higher levels of impact than parents reporting lower levels of difficulties. Moreover, parents reporting these higher levels of difficulties and impact also reported lower levels of progress toward goals over time, functioning over time, and satisfaction with care at T2 than parents reporting lower levels of difficulties or impact over time. Parents reporting higher levels of progress towards goals over time reported higher levels of functioning over time and satisfaction with care at T2 than parents reporting lower levels of progress towards goal. Note. N = 92.  = change (see Analytic strategy). T2 = Time 2. Higher scores of psychosocial difficulties indicate higher levels of difficulties. Higher scores of impact on daily life indicate higher levels of negative impact. Higher scores of progress toward goals indicate higher levels of progress toward achieving goals. * = p < .05, ** = p < .01, *** = p < .001.
Differences between correlations
Tests of the difference between dependent correlations (see Analytic strategy) showed a number of significant differences. The correlation between change in goals and change in functioning (r( progress toward goals,  CGAS)) was stronger than the correlations between change in psychosocial difficulties and change in functioning (r( psychosocial difficulties,  CGAS)) with z = 5.90. The correlation between change in goals and change in functioning (r( progress toward goals,  CGAS)) was stronger than the correlation between change in impact and change in functioning (r( impact on daily life,  CGAS) with z = 5.66. The correlation between change in goals and satisfaction with care at T2 (r( progress toward goals, T2 satisfaction with care)) was stronger than the correlation between change in psychosocial difficulties and satisfaction with care at T2 (r( psychosocial difficulties,  satisfaction with care)) with z = -2.92. The correlation between change in goals and satisfaction with care at T2 (r( progress toward goals, T2 satisfaction with care)) was stronger than the correlation between change in impact and satisfaction with care at T2 (r( Impact on daily life,  satisfaction with care)) with z = -3.03. Notwithstanding, the correlation between change in psychosocial difficulties and change in functioning (r( psychosocial difficulties,  CGAS)) was not significantly different to the correlation between change in impact and change in functioning ( r( impact on daily life,  CGAS)) with z = -0.29. Likewise, the correlation between change in psychosocial difficulties and satisfaction with care at T2 (r( psychosocial difficulties, T2 satisfaction with care)) was not significantly different to the correlation between change in total impact and satisfaction with care at T2 r( impact on daily life,  satisfaction with care) with z = -0.18. In summary, the relationships between change in progress toward goals and change in functioning, or with satisfaction with care at T2, were consistently stronger than the relationships between change in psychosocial difficulties or impact on daily life. The relationships between change in psychosocial difficulties or change in impact on daily life with change in functioning or satisfaction with care at T2 were not significantly different.
Hierarchical Regressions
Main effects explained 35% of the variance of change in functioning and 11% of the variance of satisfaction with care at T2, while the interaction terms explained no additional variance, as shown in Table 3 . Change in goals was the only significant predictor of change in functioning, and parents with higher levels of progress towards goals had higher levels of .26* .28** -.24* -.07 change in functioning than parents with lower levels of progress. Still, no predictors of satisfaction with care at T2 were significant. .  = change (see Analytic strategy). T2 = Time 2. Higher scores of psychosocial difficulties indicate higher levels of difficulties. Higher scores of impact indicate higher levels of negative impact. Higher scores of goals indicate higher levels of progress towards achieving goals. * = p < .05, ** = p < .01, *** = p < .001.
Discussion
The aim of the present research was to explore change in standardized and idiographic outcome measures in CAMHS using naturalistic, routinely collected data. We explored change in psychosocial difficulties, impact on daily life, and progress toward goals. In line with expectations, psychosocial difficulties and impact on daily life showed less change than progress toward goals in the present study. Over the course of treatment, mean psychosocial difficulties scores decreased with a medium effect size, mean impact on daily life scores decreased with a large effect size, and mean progress toward goals scores increased, also with a large effect size. Similarly, a smaller proportion of parents reported reliable improvement in psychosocial difficulties than impact on daily life or progress toward goals, whereas a larger proportion of parents reported no reliable change. Change in psychosocial difficulties and impact on daily life showed fewer significant associations with change in clinician-reported functioning and parent-reported satisfaction with care at T2 than change in progress toward goals. Lower levels of psychosocial difficulties over treatment were associated with higher levels of satisfaction with care at T2. However, higher levels of progress toward goals over treatment were associated with higher levels of functioning over treatment and satisfaction with care at T2. The relationships between change in progress toward goals with change in functioning and satisfaction with care at T2 were consistently stronger than the relationships between change in psychosocial difficulties or impact on daily life. Finally, change in progress toward goals was uniquely significantly associated with change in clinician-reported functioning, while change in psychosocial difficulties and impact on daily life were not, and clinicians reported higher levels of improvement in functioning for children and young people who made more progress toward achieving goals. Findings of the present research may support findings from previous studies, where service users and clinicians have reported that idiographic measures are more capable than standardised measures of capturing relevant change for individuals (Bromley & Westwood, 2013; Norman, et al., 2013; Pender, et al., 2013) . Standardized measures may be more useful for comparing change in groups of patients and more amenable to aggregation; however, they may be perceived as lacking clinical utility as they may not reflect the specific difficulties of individual children (Bromley & Westwood, 2013; Norman, et al., 2013; Pender, et al., 2013; Ruble, et al., 2012) .
In contrast it has been argued that the idiosyncratic nature of measures such as the GBO makes them less appropriate for comparison and more vulnerable to subjective interpretation, especially if performance targets are introduced (Bevan & Hood, 2006; Law, 2011) . Findings of the present research support the psychometric properties of the GBO, as with other goal-setting measures used in healthcare (Donnelly & Carswell, 2002; Hurn, et al., 2006) . In the present study, the internal consistency of the GBO was acceptable, suggesting that despite pertaining to different goals, ratings of progress toward goals may relate to the same underlying construct. Ratings of progress toward achieving goals set at the start of treatment may correspond to changes in patient activation: patients feel better able to selfmanage health conditions (Hibbard & Gilburt, 2014) by working towards-and attainingpersonally meaningful goals. In addition, the reliable change index for the GBO in the present study was 2.45 points, suggesting that change greater than this is unlikely to be solely attributable to measurement error (Jacobson & Traux, 1996) . This may help clinicians interpret ratings of progress toward goals when monitoring the GBO of children, young people, and families.
Findings of the present research should be considered in the context of a number of limitations. First, data were not available on the content of goals, and unlike other measures (e.g. Goal Attainment Scaling; Kiresuk & Sherman, 1968) other aspects of goals are not recorded in the GBO, such as relative importance and anticipated difficulty of goal attainment. Consequently, we cannot be certain that aggregating progress toward different goals represents the same latent factor, despite it fitting with our a priori theoretical explanations and the internal consistencies found (see Measures). Future research should continue to explore the psychometric properties of the GBO. Second, goals can be set by the child or young person, parent, clinician, or ideally jointly agreed (Law, 2011) . We were unable to explore this in the present study: future research should explore whether who sets goals influences change, interpretations, associations, and internal consistency. Similarly, child self-report data on psychosocial difficulties were not available for the present study. Children, parents, and clinicians may not necessarily agree on areas of difficulties and reasons for attending CAMHS (Yeh & Weisz, 2001) . Future research should explore whether progress toward goals shows the same pattern of associations with child-self reports as with parent-and clinician-reports. Finally, the present research focussed on a sample of children and young people for whom relevant data were available from a wider dataset (see Participants and Procedure). This may limit the generalizability of findings to other children and young people seen by CAMHS, and future research should replicate the findings using larger, more representative samples. In line with expectations, psychosocial difficulties and impact on daily life showed less change than progress toward goals in the present study in terms of mean score change and reliable change. Change in psychosocial difficulties and impact on daily life was less strongly associated with change in clinician-reported functioning and satisfaction with care at T2 than change in progress toward goals, and only change in progress toward goals was uniquely associated with change in clinician-reported functioning over treatment. Findings of the present research suggest that change in the GBO may be more relevant to change in functioning and satisfaction with care at T2 than in psychosocial difficulties and impact on daily life. Future research should continue to explore the GBO, what change means, and its psychometric properties. The present research suggests that idiographic measures may be more capable than standardised measures of capturing relevant change for individuals.
